Objectives: To evaluate the feasibility of the systematic examination of the fetal subclavian arteries in the second trimester of pregnancy (18-22 weeks) as a part of the mid-trimester scan (CASSEAL protocol in a multicentric study). Methods: A multicentric cross-sectional study was performed on pregnant women (singleton and twin pregnancies) attending for routine US exam 7 centres in Spain (15 examiners) between 2014-2016. The visualisation of both fetal subclavian arteries in a transverse section requires a plane slightly cranial to the three vessels and trachea view (CASSEAL view IX). The normal subclavian arteries are observed at either side of the chest as vessels with an origin anterior to the trachea and an S-shaped course towards the fetal arm (figure 1). The origin of the internal mammary arteries can be observed in the proximal portion of each artery. Feasibility and maternal, fetal, and ultrasound factors affecting visualisation were evaluated. Results: A total of 1505 cases were assessed. Visualisation of both subclavian arteries was possible in 94.4% of the cases. Factors affecting feasibility were the examiner, maternal body index, fetal occiput anterior position and the exploration time (p<0.05). During the study period, 6/1505 (0.40%) cases of aberrant right subclavian artery (ARSA) were detected, either in the subclavian artery view (View IX) or/and in the three vessels and trachea-view (View VII). All the cases were isolated with no chromosomal abnormalities. Conclusions: Sonographic examination of the fetal subclavian arteries is feasible in the second trimester as part of the anatomy scan. The prevalence of ARSA in our population was similar to the reported literature.
Objectives: To outline the clinical presentation, management and course of fetuses diagnosed with immune mediated CAVB in our institution over a 5-year period between 2012 to 2016. Methods: Review of maternal and pediatric case notes of fetuses with CAVB. Results: Of the five cases of fetal CAVB in anti Ro and/ or anti La antibody positive mothers during the 5 year period there was one fetus each with first and second degree block and three fetuses with complete AVB. The one fetus with II degree block progressed to III degree AVB within a week.
The diagnosis was made at a mean gestational age(GA) of 24+2 weeks (range 19.9-27 weeks). Isolated pericardial effusions with partial response to antenatal steroids was observed with no hydrops or endocardial fibroelastosis.
Four mothers received Dexamethasone antenatally in tapering doses for a mean of 11 weeks (range 9-16weeks). Oral salbutamol initiated for fetal bradycardia in two mothers caused intolerable palpitations and tremors in one mother and there was a further decrease in fetal ventricular rate in the other.
Mean GA at delivery was 37.1 weeks (range 34.6 to 38.2 weeks), LSCS was preferred mode of delivery in fetal complete AVB. Postnatally CAVB was confirmed in all five cases with 3 complete AVB requiring isoprenaline and pacemaker insertion between 2 days to 3 months of life. First degree AVB persisted in one case. One fetus with complete AVB antenatally had I-degree AVB at birth progressing to II degree by third week and complete AVB by 5 months of age, with no requirement of pacemaker at 4 years of age.
There were no perinatal / infant mortalities or echocardiographic evidence of dilated cardiomyopathy in babies followed up to a mean age of 2.5 years. Conclusions: At diagnosis an advanced heart block was observed in most of the fetuses. Antenatal treatment with steroids appears to have benefit in reducing the autoimmune inflammatory responses and long-term risk of progression to dilated cardiomyopathy. The potential risk of progression of the degree of heart-block in childhood warrants regular cardiac follow up in these babies.
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Ultrasonic diagnosis to pathological types of fetal complete transposition of the great arteries (CTGA) and combined malformations Objectives: Ultrasonic diagnostic value were investigated on pathological types of fetal CTGA and combined malformations. Methods: 2626 fetuses with heart defects were enrolled and identified by fetal echocardiography (FECG) in our centre, in them 20 fetuses were diagnosed to suffer from CTGA. The origin and relations of Aorta (Ao) and pulmonary artery (PA), combined malformation were determined by sequential scanning of echocardiography, and classified according to CHD segment sequence analysis approach. The maternal age ranged from 23-36 (mean 29)years, gestational age ranged from 22-38 (mean 26) weeks. Results: Aortas of 20 fetuses with CTGA were all visualised originating from right ventricle(RV), and PAs originating from left ventricle (LV). CDFI declared that RV blood flowed into Ao directly,LV blood into PA. Atrioventricular junction was normal in 19 cases but not in one. 18 fetal hearts were suffered with right TGA, 1 was left TGA, 1 case was not determined. In 20 CTGAs, 18 were in SSD type, 1 in ILL type, and 1 was not determined. Malformation combined heart disease included VSD in 6 cases, PA stenosis or smaller diameter in 8 cases, aortic coarctation and LV dysplasia and Criss-cross heart in one case, respectively. These 20 CTGAs, 6 fetus were born and 4 of 6 were surgical operated (the earliest time was 5 hours after birth), 1 was died after birth, and one infant is proposed operation. 7 pregnant women absorbed the pregnancy, 3 cases were not following up. Conclusions: Intact ventricular septum is the most common types in CTGA (70%), and SSD type was the highest incidence proportion (90%). Valve stenosis and diameter anomaly of PA were the most common combined malformations with CTGA (40%). FECG can be diagnosed accurately and early for CTGA, classified anatomy, declared the accompanied malformation. Prenatal sonographic examination can provide clinical advices for delivery method, surgery operating time and manner according pathological anatomy types, relationship between great arteries and accompanied malformation.
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Detection of congenital heart defects at 11-13+6 weeks' scan using only 4 chamber view and combination of 4 chamber and 3 vessel views of the heart E.S. Nekrasova 1 , E. Porozova 1 , E. Andreeva 2 , N. Odegova 2 1 Centre for Fetal Medicine, St Petersburg, Russian Federation; 2 MONIIAG, Moscow, Russian Federation Objectives: To assess the potential of first trimester sonography in detection of congenital heart defects (CHD) using 4 chamber view only and 3 vessel view in addition to the 4 chamber view of the heart. Methods: This was a retrospective two-centre study of 15778 pregnant women examined at 11 to 13+6 gestational weeks. Women were examined using 4 chamber and 3 vessel views of the fetal heart both in 2D mode and High Definition (HD) Power Flow Doppler mode. Results: A total of 15778 patients were included in the study. The median maternal age was 29 years. The median Crown-rump length was 67 mm (range, 45-84 mm). Overall, there were 201 cases with CHD. Only 3 major CHD was missed at the time of first trimester scan (1 TOF, 1 TGA, 1 inlet VSD). Failure to obtain correct 4 chamber and 3 vessel views was noted respectively at 2% and 2,5% of all patients. In 49,7% of cases the diagnosis of CHD was obvious by assessment of 4 chamber view only. In 43,8% of cases correct diagnosis of CHD was made by analysing of both views. In 6% of cases the 4 chamber view remained normal and the diagnosis of CHD was only possible by examination of 3 vessel view.
Conclusions:
We confirmed that the vast majority of the most common CHD can be diagnosed at the time of 1st trimester ultrasound screening. The addition of 3 vessel view to the 4 chamber view of the fetal heart could further improve the detection of major CHD.
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Applicability of ISUOG practice guidelines on second trimester sonographic screening examination of fetal heart 
